Introduction
============

The World Health Organization (WHO) defines universal health coverage (UHC) as ensuring that "all people have access to needed health services...of sufficient quality to be effective while also ensuring that the use of these services does not expose the user \[to\] financial hardship."[@R1] Achieving UHC is challenging for countries with a high burden of chronic diseases, for two reasons. First, most countries have a service delivery model in which episodic care is provided in response to patients presenting with symptoms of an illness: a model that is ineffective in addressing a rising burden of chronic disease. Second, patients with chronic diseases are at increased risk for high out-of-pocket payments and catastrophic health expenditure due to inadequate coverage for the necessary medications.[@R2]

In this paper we describe the changes that the Slovene government made, beginning in the early 1990s, to ensure financial protection for patients and improve the effectiveness of primary health care to address the country's burden of chronic diseases more effectively.

Local setting
=============

Shortly after Slovenia achieved independence in 1992, law-makers passed the Health Care and Insurance Act, which transformed the country's health financing scheme to a Bismarck-type social insurance system, based on mandatory payroll taxes for employees and employers and on pension contributions.[@R3] In 2016, the scheme funded 69% of the current health expenditure, with out-of-pocket payments limited to 12% of the current health expenditure and the remainder made up of voluntary health insurance and direct government allocations for health.[@R4]

While the Act reformed the health financing system and enabled private provision of health services, the existing network of publicly funded community health centres remained intact with ownership transferred to municipalities. The centres provide primary care services under one roof: family medicine, paediatrics, gynaecology and dentistry practices; laboratory and diagnostic services; physiotherapy, occupational therapy, speech therapy and mental health services; community nursing; health promotion services; and selected secondary level specialist ambulatory practices. The Act also guaranteed beneficiaries free access to primary health care in facilities contracted by the national health insurance fund and the choice of primary health-care physician, who serves as the gatekeeper to specialized care.[@R3]

Approach
========

After the passage of the Act, several initiatives were introduced to improve primary health care and address Slovenia's burden of chronic diseases ([Box 1](#B1){ref-type="boxed-text"}). The Department of Family Medicine, University of Ljubljana, instituted changes to the undergraduate and graduate curriculum. A series of national health plans and strategies for specific areas of health were developed by the health ministry in collaboration with relevant stakeholders. These initiatives support continuing efforts to improve the prevention, early diagnosis and management of chronic diseases in primary care.

###### Timeline of initiatives towards comprehensive community-based primary health care in Slovenia

1988--1991
----------

Slovenia (as a part of former Yugoslavia) was one of 25 European countries participating in the Countrywide Integrated Noncommunicable Disease Intervention Programme, initiated by the World Health Organization (WHO) in 1984. The Community Health Centre in Ljubljana, representing Slovenia, formally started to participate in the programme in 1988 and established an education centre in 1991 to initiate healthy lifestyle support interventions at the primary-care level. The centre's staff offered free courses to general practitioners and nurses interested in working according to the principles of the WHO programme. The Countrywide Integrated Noncommunicable Disease Intervention Programme became popular and many health-care teams from across Slovenia requested training as well. Lengthy negotiations with the local health administration enabled the programme movement to be extended nationally and drove screening to become a mandatory activity in family medicine.

1994--1995
----------

The Department for Family Medicine, Medical Faculty, University of Ljubljana introduced family medicine as an obligatory subject in the undergraduate medicine curriculum in Slovenia. The aim was to address the need for better knowledge and new skills to enable primary health-care physicians to diagnose and treat the rising prevalence of chronic conditions seen in general practice. Courses focus on the latest evidence about the effectiveness of primary and secondary prevention of the most common chronic diseases. This initiative marks the start of a paradigm shift from the biomedical, disease-oriented model of primary health care in Slovenia to a holistic-health-oriented bio-psychosocial model of care for the entire population. The key drivers for change were general medical practitioners and national professional associations (the Slovene Family Medicine Society, part of the Slovene Medical Society).

1995
----

The Medical Faculty, University of Ljubljana, established the Department for Family Medicine to recognize the value of family medicine as a specialty with its own area of research, publications and professorship and to emphasize the need for specialized continuing medical education. The Slovene Family Medicine Society played an important role in preparing for the establishment of the university department in Ljubljana and in the recognition of family medicine practice in the professional and lay community. Other drivers for change were international contacts and researchers' participation in international research projects, which fostered professional co-operation and gave political support for professional demands for academic recognition of family medicine.

2000
----

The Department for Family Medicine, University of Ljubljana, supported the introduction of a 4-year residency programme in family medicine that is compulsory for entry to family practice. The aim was to ensure that family physicians received adequate postgraduate training and to improve their professional position relative to other specialists, in view of the responsibility they hold as the gatekeepers to the rest of the health system. The laws to formally establish the residency programme were driven by the department, and supported by the Slovene Family Medicine Society and were the culmination of 6 years of political negotiations since the launch of university education for family physicians.

2000--2004
----------

Goals and activities in the field of food safety, food supply and healthy nutrition were defined in the national health care programme 2000--2004. The Board for Food and Nutrition was established in 2000 as a consulting body to the health ministry and with responsibility for preparing a future national nutrition and food programme.

2004
----

Slovenia began the establishment of health promotion centres in community health centres and the introduction of risk-stratified cardiovascular disease and diabetes screening programmes into family medicine practices (public and private) across the country. The participation of the Ljubljana Community Health Centre in the WHO's Countrywide Integrated Noncommunicable Disease Intervention Programme was a key driver for the change. After more negotiations, the national health insurance fund (the Health Insurance Institute of Slovenia) agreed in 2002 to ensure stable financing of the programme as the basis for the nationwide screening initiatives.

2005
----

Slovenia's Parliament approved the national programme of food and nutrition policy 2005--2010. Recommendations from the Board for Food and Nutrition led the health ministry to formulate the Resolution on the national nutritional policy programme 2005--2010, which was adopted in the National Assembly in March 2005. The EU's requirements on harmonization of laws and regulations for Slovenia's accession to the EU in 2004 also contributed to the process of developing the policy.

2010
----

The Parliament approved the national programme to control diabetes mellitus 2010--2020. In response to international recommendations and national advocacy efforts, an assigned working group in the health ministry had been developing the programme for several years before finalizing a patient-centred, transparent working document for diabetes in 2009. Later that same year, the Health Insurance Institute of Slovenia joined the working group in support of the proposal. The health ministry formally approved the strategy in 2010. The strategy complements and builds on several independent health-care reforms that took place in Slovenia during the late 2000s, as described above, and is designed to strengthen existing diabetes prevention and care services.

2010
----

The Parliament approved the national cancer control programme 2010--2015, recognizing the need for a comprehensive and systematic approach to address the growing burden of cancer in the country. The programme was developed by the health ministry in accordance with international recommendations and with the participation of key national stakeholders who set goals to be achieved by 2015.

2011
----

Based on the need to improve the education of nurses, the Nurses and Midwives Association of Slovenia developed the national strategy for nursing care development and health care provision 2011--2020, which was approved by the Parliament in 2011. The strategy promotes autonomy in the nursing profession through continuous education and the development of clinical, applied and basic research, as well as an evidence-based approach to nursing. The strategy encompasses the development of nursing at all levels of the health-care system, as well as in health information, policy and legislation.

2011
----

The health ministry launched a development project in 2011 to introduce a half-time registered nurse into family medicine teams across the whole country. The initiative followed the successful introduction of a registered nurse to the family medicine practice team at the Community Health Centre of Ljubljana. Registered nurses perform screening for chronic respiratory diseases and mental health conditions, as well as counselling to individual patients and follow-up of chronic patients whose conditions are well-controlled. These registered nurses receive extensive training developed jointly by Slovenia's National Institute of Public Health and nurses and physicians from primary and secondary care. The modular training programme is delivered by medical doctors and nurses who work in the family medicine practice.

2014--2016
----------

The National Institute of Public Health, with the support of the health ministry and funding from grants from the Norwegian government led a project, starting in three pilot sites, to upgrade health promotion centres to deliver more comprehensive preventive and health promotion services on chronic diseases. Services are delivered by a broader team of multidisciplinary health professionals including dieticians, physiotherapists, kinesiologists and psychologists. An education programme to develop the skills of these professionals and enable them to deliver the new health promotion and disease prevention programmes was designed and delivered by the Institute. The scope of community nursing services was also expanded to include chronic diseases prevention services. The Institute initiated concerted efforts to coordinate with other partners delivering community services to accelerate progress on reducing health inequalities.

2015
----

The Parliament approved the national health care plan 2016--2025.[@R5] The plan includes three strategies: (i) strengthening prevention and early detection of risk factors and the reduction of health inequalities at the primary care level; (ii) implementing health promotion in educational institutions, the workplace and in local environments; and (iii) integrating the management of patients with chronic diseases and conditions. Drivers for the national plan were the strong orientation of health professionals, as well as the Slovene government, towards preventive health care.

2015
----

The Parliament approved the national strategy on food, nutrition and physical activity 2015--2025, recognizing the need to integrate these actions under one holistic strategy. The continuation of the national programme of food and nutrition policy 2005--2010 was thus merged with that of physical activity. The process of programme development was led by the health ministry and involved participation by key governmental sectors, agencies, professional bodies and nongovernmental organizations.

2016
----

The national cancer control programme 2017--2021 was developed by the health ministry in cooperation with several stakeholders as a continuation of the national cancer control programme 2010--2015. The programme is a set of activities for the systematic and long-term reduction of the cancer burden in Slovenia and includes national screening programmes for breast, colorectal and cervical cancers.

2017--2020
----------

The health ministry, in cooperation with the National Institute of Public Health and benefiting from funding from the EU's structural funds, rolled-out the upgraded prevention and control programme for chronic diseases to an additional 25 community health centres. The project was developed with the aim of applying novel approaches in prevention programmes to promote health and reduce health inequalities in local communities. The programme contributes to better information about prevention, with greater involvement of the population in prevention programmes, and more accessible and appropriate preventive treatments.

2018
----

After public discussion and coordination with relevant ministries, the Parliament approved the national mental health programme 2018--2028, which was developed by the health ministry in response to the increasing burden of mental disorders. The programme strengthens mental health services and introduces multidisciplinary mental health care into primary health care. The programme enables an intersectoral, community-based and integrated approach to mental health in Slovenia.

2019--2021
----------

The National Institute of Public Health, with support from the health ministry, initiated a pilot project on strengthening mental health services in primary health care. The pilot project was one of the key proposals in the national mental health programme 2018--2028 and is funded by the Health Insurance Institute of Slovenia. The project focuses on health promotion and on prevention and de-stigmatization in mental health. A network of services for mental health was established, including prevention of suicide and alcohol abuse, as well as awareness-raising, research and evaluation in mental health.

EU: European Union.

A key initiative was the establishment in 2004 of a programme for screening adults for cardiovascular diseases and diabetes. Healthy people are re-screened at 5-year intervals, while people with metabolic risk factors or newly diagnosed chronic diseases are referred to their family physician and followed up at regular intervals as specified by evidence-based protocols appropriate for their condition. In addition, health promotion centres were introduced into community health centres to provide counselling and group interventions to support healthier lifestyles for patients treated by both public and private primary health-care providers.

Beginning in 2011, a registered nurse was gradually introduced into an increasing number of family medicine practice teams and screening was extended to include chronic obstructive pulmonary disease and depression. The registered nurse also supervises the care of patients whose chronic diseases are well controlled. In 2014, health promotion centres were upgraded to deliver more comprehensive chronic disease preventive and health promotion services, delivered by a broader team of multidisciplinary health professionals including dieticians, kinesiologists and psychologists.

At the same time, the scope of community nursing services was expanded to include chronic disease prevention and registered nurses with special training (diploma) in community nursing. These community nurses receive extensive training on chronic diseases and the value of early diagnosis, treatment and healthy lifestyles. The nurses are also trained in behavioural approaches, patient-centred communication, motivational interview techniques, approaches to identifying vulnerable populations and other skills needed for good performance.

Relevant changes
================

Concerted efforts towards UHC in Slovenia have led to documented improvements in a variety of performance measures. Slovenia spends less on health than the average for the 28 European Union (EU) countries. For example, in 2016 the country spent 2772 international dollars per capita on health[@R6] (8.5% of its gross domestic product, GDP).[@R7] This compared with an average health spending of 3846 in international dollars per capita (9.9% of GDP) in the EU.[@R6] Yet at the same time Slovenia has achieved one of the lowest rates of catastrophic health expenditure in the WHO European Region[@R2] (historical data on catastrophic spending are not available).

Life expectancy in Slovenia has increased at a faster rate than the EU average and in 2013 began to exceed the EU average ([Fig. 1](#F1){ref-type="fig"}).[@R8] The increase is in part due to Slovenia's low and more rapidly declining mortality in young children. Infant mortality rate fell from 8.8 deaths per 1000 live births in 1990 to 1.7 per 1000 live births in 2018 (corresponding to an annualized decline of 5.7%), compared with a decline in the EU average from 9.9 deaths per 1000 live births to 3.3 deaths per 1000 live births in the same period (annualized decline of 3.8%).[@R9] Among children younger than 5 years of age, mortality in Slovenia decreased from 10.4 deaths per 1000 live births in 1990 to 2.1 deaths per 1000 live births in 2018 (annualized decline of 5.6%), compared with a decline in the EU average from 11.9 deaths per 1000 live births to 4.0 deaths per 1000 live births in the same period (annualized decline of 3.8%).[@R10] Another factor in greater life expectancy is the 26% greater annualized rate of decline in the probability of dying from cardiovascular disease, cancer, diabetes and chronic obstructive pulmonary disease. For example, between 2000 and 2018 Slovenia experienced an annualized decline of 1.4% per year, compared with the EU's 1.1% (our calculations based on World Development indicators).[@R11]
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Estimates of premature mortality (years of life lost) due to metabolic risk factors have also decreased at a faster rate in Slovenia than in the EU between 2003 and 2017 (by 1.7% versus 1.3% per year in Slovenia and the EU, respectively; our calculations based on the Global Burden of Disease Study, 2017).[@R12] These estimates provide further evidence that Slovenia's focus on health promotion and disease prevention and management in primary health care is having a positive impact.

The Health Care Access and Quality Index measures access to and quality of a country's health services based on mortality data of 32 diseases that should not lead to death in the presence of effective and safe health care.[@R13] Slovenia scored 91 out of 100 in 2016, up from 74 in 1990, ranking it 21 out of 195 countries.[@R13] While Slovenia's score has not yet caught up with the average of western European countries (score 79 in 1990 and 93 in 2016), it exceeded the average of central European countries (score 59 in 1990 and 81 in 2016; data are not available for the EU average).[@R13] Collectively, these findings suggest the effectiveness of Slovenia's efforts to develop its primary health-care system.

Lessons learnt
==============

Due to continuing reforms and strengthening of primary health care, Slovenia comes close to providing the type of person-centred, integrated care, which the Astana Declaration of 2018 argues is "the most inclusive, effective and efficient approach to enhancing people's physical and mental health."[@R14] Many factors have contributed to the government's achievements. At the national level, development strategies and national health plans prioritized primary health care and ensured adequate funding to achieve the country's goals. Professional organizations, particularly the Slovene Family Medicine Society and involvement in international collaborations were key drivers for change in the continuing efforts to strengthen primary care.

Slovenia's public health system, supported by the health's ministry's Directorate of Public Health, has been an essential part of the design of new disease prevention and health promotion programmes and their successful integration into primary health care ([Box 2](#B2){ref-type="boxed-text"}). New programmes were first piloted in primary health-care facilities in a few municipalities, often as part of an EU-funded project. These pilot facilities provided the resources and staff needed to identify and address the inevitable challenges before the programmes were rolled out across the country. Strong evaluation mechanisms generated evidence of the programmes' impact, facilitating sustainable financing from the national health insurance fund. In addition, the regional branches of Slovenia's National Institute of Public Health supported community health centres when the programmes were rolled out, another element that helped to ensure sustainability.

###### Summary of main lessons learnt

-   Multidisciplinary teams in health promotion centres, integrated into Slovenia's community health centres, ensure the delivery of comprehensive and integrated health services that include programmes to prevent and manage chronic diseases.

-   Supportive national health plans and strong institutional capacity at Slovenia's health ministry and national public health institute were important for the design and implementation of new public health programmes in community health centres.

-   Effectively implemented pilot schemes helped to create a strong evidence base for the effectiveness of these programmes and facilitated sustainable financing for national roll-out.

These achievements are at risk, however. Many publicly employed family physicians are unhappy, periodically threatening to strike or resign. The discontent is due to several factors: the rising administrative burden imposed by the national health insurance fund; the difficult-to-use electronic patient record system; the outdated governance model for public primary-care facilities that limits the authority of their managers; and increases in the workloads of salaried primary care physicians without additional pay. Strategies to address these challenges have been included in successive national health plans, but have not been implemented. That these plans have not succeeded suggests a need to strengthen the institutional capability of Slovenia's health ministry to design and implement the necessary structural reforms to address the root causes of challenges faced by the primary health-care system.

Slovenia's experience may serve as inspiration for countries wishing to improve their primary health-care services. A person-centred, integrated primary care model that emphasizes health promotion and disease prevention programmes is valuable for countries who need to tackle their burden of chronic diseases more effectively and progress towards UHC. Outcome-focused, user-friendly electronic patient record systems are essential for continuous, data-driven quality improvement at the facility level. Countries need to develop a strong state capability to monitor the health system's performance and take corrective action when needed.
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